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Abstract 
The scientific literature indicates how often migrants tend 
to be the most vulnerable population groups, especially 
women of childbearing age, that regularly show greater 
foetal and neonatal mortality, and more complications 
during pregnancy and postpartum.  
The study followed a qualitative methodology for 
collecting and analysing data and was conducted in Porto. 
Participants were 25 recent immigrant mothers from 
Eastern European countries, Brazil, Portuguese-speaking 
African countries and six native Portuguese recent mothers 
(for comparison), contacted through social associations 
and institutions. Data suggests that healthcare depends not 
only on accessibility but especially on social opportunities 
and intercultural integration in the host country.  




A literatura científica refere que os imigrantes tendem a ser 
os grupos populacionais mais vulneráveis, especialmente 
as mulheres em idade fértil, que regularmente mostram 
maior mortalidade fetal e neonatal e mais complicações 
durante a gravidez e pós-parto. 
O presente estudo seguiu uma metodologia qualitativa 
para coleta e análise de dados e foi realizado na cidade do 
Porto. Os participantes foram vinte e cinco imigrante 
recentemente mães de países do Leste Europeu, Brasil, e 
PALOP’s e seis Portuguesas também recentemente mães 
(para comparação), contactadas através de instituições e 
associações sociais. Os dados sugerem que a saúde 
depende não só da acessibilidade ao SNS mas 
especialmente sobre oportunidades sociais e integração 
intercultural no país de acolhimento. 
Palavras-chave: Vulnerabilidade Social; 
interculturalidade; Bem-estar materno; Migração 
Introduction  
Equity in healthcare has been demonstrated as a 
relevant factor in reducing disparities in health (Caldas, 
2016). Equity in health depends not just on overlapping 
social factors that affect each other (e.g. social gradient, 
stress, social exclusion, education, un-employment, 
social support, ethnicity, among others) (Marmot, 2005); 
Bremberg, 2008). It relates to ethics and moral values of 
social justice, implying preparedness from public health 
policies and actions to address and bridge potential 
inequities created by the conditions that adversely affect 
the health of individuals and communities (Levy, 2006). 
The scientific literature indicates how often migrants 
tend to be the most vulnerable population groups, 
especially women of childbearing age, that regularly 
show greater foetal and neo-natal mortality, and more 
complications during pregnancy and postpartum 
(Rumbold, 2011; Carballo, 2009). Their health in- 
dicators are frequently worse, which is explained by 
interactions between socio-material deprivation factors 
aggravated by stressors involved in the migration 
process. Along with issues related to health literacy 
concerning pregnancy and its assistance, migrants often 
obtain poorer medical follow-ups (Sosta et al., 2008; 
Schutte et al., 2010). Additionally, migrants’ 
expectations about healthcare received during pregnancy 
commonly differ and conflict with the normative 
procedures of the host country. To contextualize our 
study, we provide basic information on the structure of 
the National Health System (NHS) in Portugal, in order 
to allow a better comprehension of the potential 
challenges that migrants (and their Portuguese 
counterparts, as controls) may face when encountering 
healthcare services. The system is based on the concept 
of accessible care for all that need it. With a large number 
of local primary healthcare centres run by general 
practitioners, it establishes a mandatory first contact at 
this level, except in acute health conditions. Due to 
organizational limitations, not all individuals have an 
individually appointed general practitioner, and may 
therefore be seen by other similarly qualified doctors 
available at the time. Specialised appointments take 
place in public hospitals upon referral by general 
practitioners. Prenatal care in low-risk pregnancies is 
conducted in primary healthcare centres, while there are 
national guidelines on high-risk features necessary for 
referral to specialized obstetric care (Machado, 2006). It 
is worth noticing that Portuguese legislation 
contemplates free health- care access during pregnancy, 
irrespective of the mother’s documentation status. Our 
goal was to verify whether there are differences 
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regarding women’s perceptions about quality and 
appropriateness of care received between immigrant and 
native women, during pregnancy and postpartum. We 
believe that the users’ perspective still offers a sensitive 
quality indicator of received care (Ganann et al., 2012; 
Jonkers et al, 2011)and helps to identify possible gaps 
emerging from budgetary restructuring in public health 
policies. Our study was conducted in Porto, the second 
largest city of Portugal.  
Methods  
This paper relies on qualitative data. We believe that 
health research is much more robust if exploring the 
personal and subjective aspects of the user’s perspective, 
essential for a global understanding of the social reality, 
which have real impacts in health status, care seeking, 
regular monitoring and treatment adherence. Given the 
characteristics of the target population, the option for 
semi-structured interviews as the preferred technique for 
data collection, proved to be the most suitable 
methodology, since it only required a single meeting and 
guaranteed absolute anonymity for each participant. This 
aspect is relevant since the status of some of the mothers 
interviewed was as undocumented immigrants. Other 
strategies (e.g. focus groups, in-depth interviews, 
unstructured interviews) would imply not only longer 
meetings, but also the possibility of more than one 
interview session. Although other strategies would 
provide extremely valid and richer information, they are 
not always applicable and adjustable either to the time 
constraints of working migrants or to concerns associated 
with multiple contacts with illegal migrants 
(Bhattacherjee, 2012) We designed a specific protocol 
study in order to understand the role of being from a 
foreign country: in perceiving quality and adequateness 
of care.  
Universe of study 
A total of 31 participants were recruited, all of low 
social-economic status, receiving support from civilian 
associations working with migrants and Portuguese 
individuals (NGO’s) and/or from governmental 
institutions with the same aim. Approval for conducting 
the study was obtained from the Governing Boards and 
from the Ethics Committee of all institutions involved. 
The participants’ recruitment process was initiated 
through contacts and meetings with the Governing 
Boards of the institutions and associations, after their 
approval of the study protocol. The in- terviews took 
place in the contacted institutions’ locations, after study 
approval. The participants were recent mothers born in 
Portuguese-speaking African countries (11), in Eastern 
European countries (seven), in Brazil (seven), and six 
were Portuguese natives (acting as a comparison group, 
recruited in the same institutions), notified about the 
study and asked to participate in it . 
Results  
Socio-demographic characteristics of participants  
Participants were between 20 and 45 years old. African 
women presented basic to medium levels of education 
(frequency of four to twelve years of school), and almost 
half were still in the process of legalization. Most women 
from Eastern European countries completed higher 
education, and had regular documentation status. Most 
Brazilian women reported medium level education and 
legalized documentation. Portuguese women also had 
basic to medium level of education. Length of stay in the 
country varied between two and 20 years: five African 
women were residing in Portugal for more than 12 years, 
five Eastern European women had lived in Portugal for at 
least 10 years, and five Brazilian women had been in the 
country for 7 years or less. It is noteworthy that 12 
participants were unemployed at the time of the 
interview.  The collected information emerged in three 
major themes related to: maternal and child healthcare: i. 
pregnancy and postpartum; ii. baby follow up; iii. family 
planning and contraception 
Women were requested to express their experiences 
concerning medical appointments received during 
pregnancy, as well as monitoring services throughout the 
postpartum period and subsequent follow-up of the baby.  
i. Pregnancy and Postpartum 
We observed that pregnancy surveillance is one of the 
clinical activities that was met with greater satisfaction, 
particularly among Portuguese women. Nevertheless, 
this satisfaction was rarely found for medical attention at 
postpartum, where the women (irrespective of 
nationality) reported a significant lack of social and 
affective support, reporting sentiments of abandonment 
by the NHS.  Despite generalized satisfaction, most im- 
migrants report to have had severe reproductive disorders 
in previous pregnancies, whether they occurred in their 
country of origin or in Portugal. African women 
consistently reported more complications during 
pregnancy, most of them already in Portugal: more 
infection, hyperten- sive disorders and gestational 
diabetes as well as more miscarriage, perinatal and 
neonatal death in previous pregnancies. “[my baby] had 
a problem with blood... I don’t know why he died because 
he was born well. He was in the hospital for two months 
and died. No one ever explained to me” (African 
participant). Brazilian women tend to report high 
satisfaction with care received during pregnancy. The 
difficulties they most identified refer to some 
unfamiliarity from physicians and administrative 
professionals about pregnant women’s free access to 
healthcare, if undocumented. This has resulted in poor 
and later prenatal care for some Brazilian women. “In 
early pregnancy, I went to the doctor and she made my 
access a bit difficult because she said I had no right to 
[receive medical care] since I had no social security 
number” (Brazilian participant). Women from Eastern 
European countries claim to be very satisfied with 
pregnancy consultations especially when they occurred 
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in their hospital of reference, in specialized servic- es. 
Since most of them are having their second child in the 
host country, they experienced some progresses over the 
years concerning medical at- tention, referring to the 
humanization of contact with health professionals, and 
have developed comprehensive skills about the 
functioning of the NHS. “During the first pregnancy 
follow-up it was complicated because I had no family 
doctor. The second was very easy, and I liked [the 
healthcare services] a lot” (Eastern European 
participant).  
ii. Baby Follow up 
Regarding medical care for infants, after being 
discharged from the hospital, several immigrants report 
difficulties in attaining sufficiently clear medical 
consultations. Those discourses were not found among 
African or Portuguese wom- en, unless a family doctor 
was not allocated. On the other hand, Brazilian and 
Eastern European women report widespread 
dissatisfaction with baby follow-up when it was carried 
out in pri- mary healthcare (by general practitioners), 
since in their countries paediatric services are provid- ed 
at this level of assistance. This often triggers a higher 
request for Hospital emergency services. “At the Health 
Centre there wasn’t a paediatri- cian. So my daughter 
grew up without consult- ing a paediatrician! ...only the 
family doctor could request a consultation, I had no 
family doctor!” (Eastern European participant). “The 
family phy- sician is... well, is good, but not for 
children!” (Brazilian participant).  
iii. Family Planning and Contraception) 
Family planning services are counselling and in- 
formation services regarding all aspects of sexual and 
reproductive life of a couple, since the onset (planned or 
consummated) of sexual activity. They focus on health 
prevention and protection against diseases (explicitly 
through free provision of contraceptives) and women’s 
biophysical preparation for pregnancy (e.g. planning 
early intake of folic acid). We observed that not all 
women are aware of the advantages of those services but, 
irrespective of nationality, the ones who use them are 
extremely pleased. We only identified one case of an 
African woman that reported a coercive attitude from the 
physician that allegedly attempted to impose on her a 
subcutaneous implant. “How can I put one thing if I don’t 
know what it was? She didn’t even ask me for my opin- 
ion; she didn’t ask me if I wanted it! The answer she gave 
me was ‘Oh, it’s for you not to become pregnant again’” 
(African participant). Nevertheless, the patterns of 
receptiveness and use of contraception were highly 
variable among women of different nationalities. During 
the interviews, we observed some cultural specificities 
among Portuguese and migrant women, and we would 
like to highlight the approach of Eastern European 
women regarding medicaliza- tion overall. These women 
tend to have a wide- spread opinion that Western 
countries use too much drugs, arbitrarily and for all 
purposes. When concerning contraception, the same 
posture is detected: they use contraception more rarely, 
are mostly autonomous in their selection and often prefer 
condoms or skin adhesives. It is noteworthy that these 
women find contraception a highly private subject, 
demonstrating a significant sense of embarrassment and 
decorousness around it, and not all women felt 
comfortable discussing it. “For us it is not easy, we 
initially are very ashamed! In our country we do not talk, 
it’s more intimate. I know people that took them home 
[birth control pills, condoms] and... just showed them, 
they didn’t use them, you know?... bags of contraceptives 
as an exhibit in a museum! [laughs]” (Eastern European 
participant).  
Discussion  
We can anticipate that equity in healthcare depends not 
only on accessibility but especially on social 
opportunities. Social risk is widely associated with 
socio-material deprivation and tends to be reflected in 
social exclusion to goods and services, including health 
and education (Caldas, 2016; Machado, 2006; Marmot, 
2005). Equitable public health action must provide 
individuals and groups the equal opportunity to meet 
their needs, which may not be achieved by providing the 
same standard care to all. Analysing our results, 
inequities in maternal health concerning immigrants 
were particularly observed in pregnancy outcomes, 
dramatically aggravated in previous pregnancies, both 
for the mother and the baby. We will further explore 
some examples. Considering African women who 
consistently reported more complications during 
pregnancy, two women in our sample have lost a child in 
the first three months of life (while staying in Portugal) 
and one woman reported having a previous stillbirth at 
seven months of pregnancy in Cape Verde, evidencing an 
unquestionable higher risk profile. Nonetheless, they are 
often satisfied with medical care, demonstrating a largely 
passive atitude in the approach to healthcare 
professionals. This inaction tends to result in a 
perpetuation of unawareness and unaccountability for 
their health, unless it is sensitively counteracted by the 
healthcare professional. Women from Eastern European 
countries demonstrated a more proactive attitude, 
claiming for themselves a substantial role in therapeutic 
decisions. However, personal life trajectories and 
individual experiences often put them in situations of 
poor pregnancy outcomes and at high- er risk of medical 
lapses. One Russian woman in our sample reported a 
medical fault (due to lan- guage/communication barriers) 
severe enough to cause an early neonatal death; one 
Ukrainian woman expressed that she never felt 
comfortable with medical follow-ups here because 
doctors were unaware that she was radioactively 
contaminated by living near Chernobyl. They never 
asked her for her medical history, and she has  always 
experienced her pregnancies with anxiety. In the absence 
of a degree of intimacy between doctor and patient, she 
opted not to attend prenatal care. She carried out her first 
ultrasound one month before the baby was born.  The 
failure to identify certain subliminal barriers (which are 
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not explicit, but subtended – health beliefs and 
behaviours affecting the use of healthcare facilities, 
linguistic and social barriers, impoverished 
socio-demographic surroundings) to equity in clinical 
practice may result in negative health consequences. 
They suggest gaps not only in cultural competence by 
some health professionals but, ultimately, professional 
limita- tions in establishing communication and a prop- 
er understanding in approaching health behaviours and 
expectations (health literacy) in immigrants. In fact, 
health professionals must be alert, not letting themselves 
be deceived by apparent satisfactory health status (e.g. 
health migrant effect). Applying equal healthcare 
standards may constitute blind clinical tactics in the 
absence of comprehensive communication between 
doctor and patient. Patients’ perspectives are essential 
elements to assess quality of maternal and child care and 
must be taken into account by policy makers and health 
professionals . We believe that good medical care needs 
to be an arrangement of clin- ical quality combined with 
proper communication, beyond mere access to services. 
The clinical relation between doctor and patient is the 
key factor to a successful therapeutic alliance, tackling 
background inequalities, encouraging compliance and 
additional differentiated care (if required) towards better 
therapeutic results.  
This research carried out in the city of Porto is being 
replicated in the metropolitan area of Fortaleza in Brazil. 
Analyzing access and attention to health care given to 
immigrant women from the african countries of 
Portuguese language of childbearing age compared with 
the Brazilian women 
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